I THINK we all feel that a free exchange of opinion is needed on the diagnosis and miianagement of gall-tract disease, problems which will remain unsettled until we learn to recognize the existence of cholecystitis at an earlier stage; and until we admit that in the later stages the disease is no longer confined to the gall-bladder alonje and therefore responsive merely to surgical ablation, and until the surgeon and clinician realize that a combination of methods of treatment will best solve the problem. In a previous paper I made the following statement:
"There is a stage in the disease where surgery is unnecessary and perhaps harmful, a stage where it is indispensable for saving life or removing a certain part of the disease, and a stage in which, surgical effort having been exhausted, non-surgical measures alone are of best service to the patient. These stages likewise apply to all mnethods of non-surgical manageuent. Not infrequently, a case definitely surgical is too long denied the benefits which only sturgery can offer. Keen judgment in the selection of each patient for surgical, non-surgical or combined treatmient, expert technique in each method, and better team work are the very essence of future improvemnent." X During the l)ast ten years I bave become increasingly convinced of the value of biliary tract drainage, in the diagnosis and treatment of some forms of cholecystitis and associated gall-tract disease, especially in making an earlier diagnosis of the disease than could be made by any other means (e.g., history, physical examination, the X-ray method of Graham, and the various laboratory tests). All five methods should be used, since each supplies some information not to be obtained by the others. I should have liked to contrast the information obtained by each of these five methods, but I believe I can best use the hour by discussing the one with which you are probably least familiar.
In a recent lecture, I reviewed the diagnostic evidences secured by a direct examination of the bile, particularly in relation to the finding of abnormal cytology and crystalline precipitations. Since you know the theoretical premises on which this method of medical drainage of the biliary system was developed, I shall now attempt to demonstrate that the procedure is essentially practical.
[A cinematograph film of the technique advocated was then shown.j The following are the groups of biliary tract and allied diseases in which biliarytract drainage, when properly carried out, has great therapeutic value:
(1) Hepatitis and relapsing cholangitis (particularly if a cholecystectomy has failed to give relief) can often be cured without secondary operations, provided there is no evidence of residual stone in the common or hepatic ducts.
(2) In inany cases of obstructive jaundice due to impacted or ball-valve commonduct stone, the foregoing plan, aided by the administration of morphia, has lessened inflammatory cedema and sphincter spasm and permitted the stone to bob back into the dilated common duct. Occasionally, it lhas been passed per rectum and Lyon: Cholecystitis and Gall-Tract Disease recovered from the sieved stool. After drainage has been establisbed, the'jaundice rapidly clears, toxic myocarditis and nephritis subside, and surgery is possible earlier than under the older form of management.
(3) When proper judgment is used in their selection, many patients suffering from quiescent cholelithiasis may be restored to health. And in some cases in which the cholelithiasis is active and there is an inflamed muicous membrane of the gall-bladder and the bile-ducts, the patients may be relieved from colic and the condition brouglht to a state of quiescence. The necessary surgery can then be carried out at the most suitable interval period, as in appendicitis.
(4) In many cases of gall-tract disease, including quiescent cholelithiasis, in which, for some reason (particularly in those of advanced years) surgery cannot be undertaken, we have seen non-surgical drainage substituted for surgery with most satisfactory results. When there are serious surgical contra-indications in gall-bladder disease requiring cholecystectomy, a week or two of pre-operative drainage, when p)racticable, detoxicates the patient more rapidly, and permits eailier and safer surgery.
(5) Post-operative persistent hiccough and vomiting has been effectively checked in a good many cases, sometimes after the first few hiours of drainage. A number of cases of epidemic hiccough have been promptly aborted. In most of them, a streptococcus has been isolated from the bile.
(6) Post-operative adynamic ileus has been effectually combated by biliary drainage and duodenal lavage.
(7) Some persistent biliary fistulas have been stuecessfully closed by this form of drainage, with the aid of vaccines.
(8) Simple catarrhal jautndice usually clears promptly in from two to seven days after the obstructive plugs of mucus are removed. This spares the liver and pancreatic cells many days of pressure damage. Similarly, jaundice following the use of arsphenamin can be aborted.
(9) Early gall-bladder and duct catarrhs, with subinfection, and especially catarrhal cystic duct obstruction, diagnosable only by medical drainage study, can often be permanently cleared up and thus more serious pathologic conditions may be prevented. I base this assertion on the evidence of good clinical recovery of the patient, together with the return of a normally functioning gall-bladder when rechecked by cholecystogram and coincident with the recovery of excellent " B " or gall-bladder fractions which before were lacking.
(10) Cholecystitis as a complication of acute fevers often responds favourably. The drainage findings in many infectious fevers give evidence of the early mucosal damage to gall-bladder and ducts, microscopically showing pronounced exfoliation of gall-tract epithelium, mucus, leucocytes and bacteria.
(11) In a large group of cases with hepatic intestinal toxoemia (" biliousness " ?) the patierits give vague histories of atypical digestive symptoms, anorexia, constipation, headache, scotoma, nausea, belching, flatulency, dizziness, various skin changes, indicanuria, albuminuria, and hyperbilirubinemia. In many of these cases the gall-bladder and appendix have already been removed. Medical drainage, colonic irrigation and dietetics will secure much better results than calomel or other drugs.
(12) In another large group the patients suffer from severe headaches, often cyclic, suggesting biliary migraine. Many such patients can be completely relieved. It is important to exclude headaches due to eye strain, SiDusitis, nephritis, arteriosclerosis, ovarian dysfunction and intracranial conditions, which obviously require different treatment.
(13) Certain forms of asthma which cannot be properly typed by allergy tests seem to be due to some toxic factor within the gastro-intestinal tract which responds favourably to this form of treatment. (15) In a group embracing typhoid carriers, flagellate or other parasitic infections involving the biliary tract and upper intestines, this treatment will be found helpful. Giardiasis is especially stubborn and, in its tendency to relapse, suggests invasion of the gall-bladder.
(16) The continuous method of biliary drainage, modified slightly in diet, has been found an excellent plan of treatment for gall-tract disease associated with the medical form of duodenal ulcer. This deserves to be emphasized, because the diet prescribed in most ulcer cases treated medically, is lacking in adequate food stimuli for emptying the gall-bladder, hence its contents become progressively static, and in our efforts to heal the ulcer we tend to initiate or aggravate cholecystitis.
(17) Finally, there is a group embracing various problem diseases for some of which cases very distinct improvement has been secured.
(a) In cirrhosis of the liver, when detected in an early stage (it is often discovered accidentally at the time of a gall-tract operation), this treatment, added to the orthodox plan of management may possibly obviate the later more serious aspects of the disease. This group also deserves emphasis.
(b) Among others benefited may be mentioned a patient suffering from hammolytic jaundice with splenomegaly, several with pernicious or grave secondary ansemias (due partly to circulating liver toxins ?), chronic pancreatitis or subfunction. Some diabetics have been distinctly aided. A case of erythema nodosum and a case of purpura haemorrhagica, in association with manifest gall-tract disease, cleared up satisfactorily, after diet and chemotherapy alone had previously failed.
(c) In a few cases of non-traumatic epilepsy, especially in ) oung adults, although the majority of the patients were not benefited, the seizures were greatly lessened in frequency and severity, after pheDo-barbital and other drugs had failed to relieve. Clinical evidence suggests that in some cases there may be circullating toxins from the liver or intestines the removal of which by drainage and irrigation prevents or ameliorates the attack.
The above groups embrace our personal experience. I will now summarize my views on special and general treatment of some diseases of the biliary system.
Gall-tract disease is rarely a clinical entity confined to the gall-bladder and bile ducts. More frequently it involves in a high degree the liver, as well as the pancreas, the duodenum, the intestines (especially the colon), the cardio-renal system and all the respective nerve, blood and lymphatic supplies.
The solution of the therapeutic problem lies in the proper selection of patients for whom the methods-surgical, non-surgical, or combination-are required. A study of the factors concerned in the continued or relapsing ill health of the patient suggests that there are three vicious circles at work. The first is concerned with the lymphatic drainage between the gall-bladder, liver' and pancreas. If there exists an interstitial cholecystitis of bacterial nature, the gall-bladder becomes a genuine focus of infection and the lymphatic distribution returus the infection to the liver aid pancreas and back to the gall-bladder. Such gall-bladders fail to be permanently relieved by duodenal drainage and tend to relapse. The only way to break this first vicious circle is to remove the gall-bladder. Occasionally, the focal mural infection may die out or become attenuated after connective tissue overgrowth has become excessive, but by that time the gall-bladder is usually contracted and is unable to concentrate or empty properly; the result is therefore much the .JLyon: Cholecystitis and Gall-Tract Disease same and warrants cholecystectomy, provided surgical skill and other considerations permit. The upper right quadrant is the zone in which abdominal surgery is most difficult-experience, expert technique and sound surgical judgment being required for it. A large percentage of such cases, in which the gall-bladders have been removed early without injuring the ducts or infecting the peritonium, show satisfactory recoveries, the percentage restored to health being in direct ratio to the skill and technique of the surgeon, in careful pre-operative preparation and in reducing operative trauma to liver, ducts, intestines and their blood and nerve supplies.
Nevertheless, too high a percentage of all cases relapse, despite the wost skilful surgery. The usual cause is a pre-existent hepatitis which often creates a residual infection and catarrh in the extra-hepatic ducts, thus producing a relapsing cholangitis which often demands secondary surgery. In such cases, the liver, bile ducts and intestinal tract become the chief focal points of infection, and in them the second and third vicious circles are set up. The liver and ducts carry the toxic bile into the duodenum, through the intestines to exit in the faeces. As a result the intestines often develop mural, as well as mucosal disease. This second vicious circle therefore consists in re-absortion of bacteria or toxic substances in the bile, by way of the mesenteric veins, emptying into the portal vein, thence back to and through the liver, part of the toxic dose being shunted by the hepatic veins through the inferior vena cava into the right side of the heart, the larger part being re-excreted by the liver bile to be again re-absorbed in the intestines.
The third vicious circle is similar but represents that toxic portion of the bile picked up by the mesenteric lacteals, emptied into the receptaculum chyli, thence by way of the thoracic duct into the left innominate or left subelavian vein, finally reaching the heart. Once again this toxic or impoverished blood is pumped into the arterial circulation to exert a harmful effect on all the tissues. Particularly important is the blood carried by the abdominal aorta to nourish the intra-abdominal viscera.
After supplying the spleen, stomach, pancreas and intestines, the waste materials from such sources are in part again carried through their veins into the portal system and back to the over-worked and functionally enfeebled liver cell to be re-excretedand the vicious circle is renewed. No wonder the cardiac, renal, blood-vascular, neural and intestinal systems, begin to display wide variety of symptoms! In the visceroptotic patient with gall-tract disease, the effect of the second and third vicious c&rcles is especially evident.
The liver has great power of recuperation but long-continued resorption and detoxification of bacterial and chemical toxins devitalizes its cells and, in time, seriously impairs or destroys their function and encourages degenerative tissue changes. How then can the second and third vicious circles be broken ? Obviously, both are beyond the scope even of judicious surgery, since, as the recent work of Mann has shown, patients would not long survive removal of the liver or ducts. IFurthermore, surgical drainage of the common duct is not only difficult and dlangerous, but, in many cases, is less efficient than drainage by the duodenal tube.
Herein lies one important use of non-surgical drainage of the biliary system as a therapeutic agent.
Experience has shown that by removing from the body by cholecystostomy or choledochostomy the quotient of recoverable toxic factors in the bile, the muscular irregularity of the heart disappears, the toxic irritation of the kidneys is subdued, and the digestive function is improved. In short, a favourable symptomatic response is usually secured, but its duration is too often limited to the surgical drainage period, and relapse often occurs after sinus drainage has terminated and the toxic bile again passes through the usual intestinal channels. Therefore, it seems reasonable to assume that simple removal of such bile from the body, accompanied by rest in bed, diet, etc., is the cause of the clinical improvement. As knowledge of the vicious circle spread, surgeons began to have increased success with cholecystectomy. Nevertheless, relapses still occur as a result of the second and third vicious circles. Our experience has indicated that their evil effects can in many cases be controlled by medical drainage, vaccine therapy and total management.
A four-hour morning drainage will recover, on an average, 300 c.c. of mixed bile, of which three-quarters approximately will be " AC " (duct-liver) fraction. An eight-hour day drainage will average about 600 c.c., of which five-sixths represents "AC " fraction. If such intermittent drainages are carried out once a week for two months the amount of bile recovered will average either 2,400 c.c. or 4,800 c.c. removed from the body during that period of time. Until 1922, non-surgical therapeutic drainage was confined to the intermittent method of fourto eight-hour daytime drainage at daily, semi-weekly or weekly intervals. Such drainage often proved sufficient to clear up the mildly catarrhal or infected gall-tract systems, but could not secure improvement in more severe cases of hepatitis, cirrhosis, cholangitis and pancreatitis. Each drainage removes much inflammatory debris and myriads of bacteria, as is evidenced by microscopic and cultural examination. The transduodenal lavage flushes out the intestinal tract and helps to detoxicate, but despite eight weekly drainages, the catarrhal gall-tract fills up for fifty-two out of sixty days. Therefore, in the more severe cases, the treatment must be intensified; the method of more continuous drainage now instituted is found to be practical.' Continuous drainage will remove between three and five gallons of bile in three weeks' treatment. This thoroughly drains the liver and revitalizes its cells, flushes the ducts, prevents their becoming clogged with mucus or the debris of inflammation or infection, and also prevents secondary stasis and minimizes the possibility of secondary calculi. Further, by'draining the pancreas, it removes the strain on that organ and lessens the risk of chemical and bacterial injury to the duodenal mucosa.
Maxinmum drainage of the liver and unobstructed ducts can be secured by the duodenal tube. A study of many surgical bedside notes of the amount of bile drainage recovered by intubation of the common or hepatic ducts was found to average less than 500 c.c. in twenty-four hours (except in cases of jaundice due to obstruction of the common duct), whereas an average of 1,500 c.c. of bile drainage in twenty-four hours has been secured by the duodenal tube, except in cases with stricture or adhesion or pressure-block of the extrahepatic ducts. In these conditions surgical drainage must be carried out. In some cases, it would appear that the greater portion of bile secreted by the liver was removed, as the stools were acholic. In others the colour of the stools and the tests for the bile content indicated that even the large amounts withdrawn did not represent the total bile secreted. We question whether this large withdrawal of bile could be practised without unfavourable results in persons with normal digestion and no intra-abdominal disease. However, in the sick, especially those suffering from hepatic intestinal tox'emia or advanced gall-tract disease, the benefit of such treatment is very striking. We have noted that a proportionately larger amount of bile is often recovered during the night drainage hours, when the liver is not being stimulated by the ingestion of food. Frequently between 800 and 1,800 c.c. of bile mixture have been recovered from 9 p.m. to 9 a.m. An increased rate of liver secretion may be noted in certain cases following the introduction of duodenal feeding, whereas in others this effect is not so marked. Clinical observations show distinct variability in the rate of bile secretion in individual livers. In some, it appears greatly accelerated; in others, definitely retarded. Most of our-experimental observation has concerned persons who were sick. Not enough opportunity has developed for controls with so-called normals because of the difficulty in securing the aid of normal persons who will undergo this form of clinical experimentation.
In association with non-surgical drainage as a pre-operative and post-operative measure, the complete treatment of chronic gall-tract disease should embrace a suitable dietetic regimen of frequent small feedings with reduced fat and animalprotein content, colonic irrigations, when indicated, and vaccine therapy. Chemical therapy by the mouth should be prescribed only to correct known factors of abnormal chemical conditions in the gastro-duodenal, pancreatic and biliary tract chemistry. A word more in regard to diet. Theoretically, in order to empty the gall-bladder more frequently, fat-filled diets are needed. But in many cases cystic duct obstruction prevents such emptying, and in other cases patients suffering from gall-stones undergo acute attacks as a stone is forced into the cystic duct. Clinically, such patients are intolerant to fatty foods and animal-protein, and in such cases, as also in many cases after cholecystectomy, fat and animal-protein must be reduced. Common-sense efforts should be directed to restoration of normal bowel function, breaking the " constipation-laxative habit " vicious circle, and, finally, the patient should be educated to adjust his life so as to place the least strain on damaged organs, exactly as in the management of tuberculosis, diabetes, etc. This education may embrace rest, physical exercise, hygiene, vacation periods, and, in certain cases, abdominal support, physicotherapy and heliotherapy.
From a recent study of 376 cases (up to 1924) we find that 318 were treated by non-surgical measures alone, including duodenal drainage. Some patients had incipient disease, others, late pathological changes with complications, and many were seriously ill.
Analysis of the results showed that thirty per cent. remained "cured," i.e., symptom-free from one to four years and the objective findings became normal. Fifty-two per cent. were so much improved as to resume their former occupation, discard further active treatment and remain in good health for periods longer than one year. Nine per cent., in a group representing chronic illness of many years' duration, were conisiderably improved. Only two per cent. were entirely unimproved and only one (0-2 per cent.) died. The results in 6 per cent. of this series could not be traced.
Of the total series of 376 patients, fifty-two had undergone gall-tract operations without relief and were badly incapacitated, the average was two operations per patient. This result was partly due to persistent post-operative complications and partly to a bad choice of the original operation, or to incomplete exploration and failure to recognize a multiple lesion. Many were found to have residual pus or bacterial foci in tonsils, teeth, etc., which accounted for some of the relapses or unfavourable end results. Twenty-seven of these fifty-two cases were treate(d entirely by various non-surgical procedures-including biliary drainage and vaccines -with marked improvement; nineteen cases required further gall-tract surgery, preceded and followed by non-surgical drainage, before health was restored.
Our experience has shown that excellent end-results had been secured in more than one-half of our gall-tract cases by the use of non-surgical measures alone. It is impossible to evaluate end-results in any comparative series of gall-tract cases, whether operations were performed or not, or to draw reliable conclusions, as individual cases vary too greatly, but in the details of this study the results speak for themselves.
Many gall-tract operations now performed (often because of errors in diagnosis) might be avoided if expert non-surgical management were available; on the other hand in conditions of chronic gall-tract disease, the indications for cholecystectomy may even be increased. This paradox is explained by the fact that diagnostic biliary drainage, when intelligently performed, will enable us to detect larger numbers of non-functioning gall-bladders, with associated evidence of hepatitis or cholangitis. A larger number of cholecystectomies will then be demanded, as only a surgical operation can break the lymphatic vicious circle between liver and pancreas. Thus, only the functionless gall-bladder will be removed, to the benefit of the patient. We believe that there would be a smaller number of post-operative relapses if pre-operative and postoperative non-surgical drainage were employed.
All casesof advanced gall-tract disease theoretically require surgical treatment, but cholecystectomy removes only one end-product of gall-tract disease, and not the disease itself. Practically, it might be better if surgical operation were confined to removal of pathological lesions, (gall-bladder, stones, cancer, adhesions, stricture, etc.) or to short-circuiting for non-removable obstructive lesions (cholecysto-duodenostomy, etc.) and if drainage were then established and continued, in non-obstructive lesions, by duodenal tube methods. This may prove to bethe better, if not the only, way of breaking the second and third vicious circles. Epitomized, this means that surgical and non-surgical measures alike have their limitations, but, by combining them intelligently, much more can be done to prevent gall-tract disease and to cure or ameliorate it in both its early and its late stages.
To advance this subject, physicians and surgeons need a broader understanding of their individual and mutual efforts of attacking this problem. We should develop better team work.
I have presented this method, first, as a means of (liagnosis of biliary diseases to supplement the usual clinical and roentgenological methods; secondly, as an alternative method of treatment of some types of gall-bladder and duct disease in which there is doubt as to the need of surgery; and thirdly, as a supplemental method of continuing post-operatively the surgical principles of drainage in those cases incompletely cured by surgical methods alone.
In introducing this method, I have not presented merely a brief for or against magnesium sulphate, or any other substance used in carrying out biliary tract drainage, although I believe magnesium sulphate, peptone, olive oil and oleic acid are the best stimulants; I have not contended that the gall-tract system empties only as a result of Meltzer's " Law of contrary innervation," or that the gall-bladder empties itself by simple muscular contraction alone, or by gravity, or by syphonage, due to a relaxed sphincter, or by combinations of these and other influences-such as contraction of the diaphragm, milking of the duodenum, changes of intra-abdominal pressure and so on --although it is evident that in the light of the recent work of Whitaker, Mann and others, the gall-bladder seems to empty chiefly, if not solely, by the power of its own intrinsic musculature.
On the contrary, my efforts have been chiefly directed to establishing the factby calling attention to my improved clinical results-that duodenal drainage of the biliary tract is a practical procedure useful, within obvious limitations, in both diagnosis and treatment of certain types of gall-tract and allied diseases; and to point out that this method is of advantage to the surgeon as well as to the physician; and suggests future possibilities towards the solution of some of the "problem" diseases and also towards their prevention.
Diecutsion. -Dr. J. W. McNEE said that his own experience had proved the value of duodenal drainage as a diagnostic method, but with regard to treatment he had had little experience of the methods described by Dr. Lyon. He could not help doubting the results claimed in' such a variety of conditions, and he would emphasize the value of glucose in protecting the liver cells from further injury, as an alternative to duodenal drainage. His only experience in treatment had been with the administration of concentrated magnesium Lyon: Cholecystitis azd Gall-Tract Disease sulphate solution by the miiouth oni ani emiipty stoml-achl. and this he believed was of v-alue as a simple method of non-surgical biliary drainage.
Dr. F. A. KNOTT said that as evidence of the value of duodenal intuibationl in diagnosis lie would give the figures from the results of 411 consecutive rouitine examiiinations. Laboratory notes showed that over 75 per cent. of the specimens obtained before and after admiiinistration of magni esium sulphate represented, respectively, the resting duodenal conitents and the bile from the gall-bladder and biliary tracts: the reaction, colour, chemistry anid cytology agreed with the findings which Dr. Lyon had illustrated. Possibly the most convincing figures in this series were those concerning cases inl which the laboratory reports could be compared with the results of subsequent operation. In thirty-two cases, gall-stones had been found and cholecystectomy performed. In twenty-six of these the probability of cholelithiasis had been noted from examination of bile flowing after installation of magnesium sulphate. Twice only in this series had eholesterol crystals been noticed in the bile and yet no stones found at operation. He could lnot so easily giv-e exact figures for cholecystitis without stones, as the percentage treated surgically was much smaller, but it would illustrate the value of duodenal intubation to record that in twenty-four cases it had been possible to identifv bacterial strains, such as Bacillus typhosus. Staphylococcits aureus, etc., obtained from the surgically removled gall-bladder, with those organism-is already grown from the bile-containing specimens removed via the tube.
Their technique has differed little from that desciibed by Dr. Lyon. In most of the cases, a good flow of bile had been observed when using somewhat less magnesium sulphate, 40 c.c.
being the usual amount applied once only, and not as a repeated stimlulation to biliary discharge. We have been unable to convince ourselves entirely that it was possible to separate the bile-containing specimiiens as representing the contents of different parts of the biliary tracts, and we have been content to secure, aseptically, one good sample of darkcoloured gall-bladder bile. One other point in technique which he would like-in agreement with Dr. Lyoni-particularly to emiphasize, was the necessity of obtaining at one sitting a complete series of specimiiens representing the gastric resting juices, the resting duodenal eontents and the true gall-bladder bile. It had been his custom to irrigate thoroughly with distilled water between each stage of this above process. so that convincingly distinct samples could be secured and reasonably accurate comparisons made. Also before drawing deductions from the results of duodenal intubation, he felt that it was essential to know the result of a previously perfornmed detailed fractional gastric test meal. Fromu his own experienee he believed that in the majority of people with a normal degree of gastric acidity, the resting duodenal contents were practically sterile and the possible significance of any bacterial strains isolated from the results of duodenal intubation was evidently much greater when it was known that the natural gastric germicidal barrier was intact.
Dr. CAWADIAS said that he had made extensive use of Dr. V-incent Lyon's mnethods some time ago in the medical clinic of Athens, and found themi-i remarkable from the point of view of diagnosis. Not only did they help in detecting the infected bile, but they also gave an insight into the mechanics of the excretion of bile and facilitating the diagnosis of a condition before unknown, namely, atony of the gall-bladder, which caused great delay in the expulsion of bile B. in many cases of convalescence of typhoid fever, and of vague abdominal troubles. This atonic biliary stasis probably played a considerable part in the genesis of gall-stones and the accentuation of cholecystitic infections.
The therapeutical use of Dr. Vincent Lyon's methods was also very imuportant but unfortunately not always easy. That was why he (Dr. Cawadias) had tried to provoke the flow of bile by simpler methods, although he realized that drugs given by the mouth, diluted and modified during their passage through the stomach, could not act on the duodenal mucosa so as to provoke the biliary expulsion reflex so intensely as when these drugs were brought directly to the duodenal mucosa. However, good clinical results were obtained with these simpler methods. He (Dr. Cawadias) used a combiination of magnesium sulphate and peptone, which had been proved, thanks to the experimental work of Dr. Ramnond, to be more effective than either magpesium. sulphate or peptone singly. The injection of pituitrin also provoked evacuation of bile, and this metbod, which had given such good results in the hands of the German physicians, especially Bergmann and his pupils, raised great hopes that we might succeed in provoking biliary drainage without too frequent use of intubation.
Dr. T. IZOD BENNETT said that they were grently indebted to Dr. Vilicent Lyon for having reasserted the importance of catarrhal conditions in association with diseases of the biliary tract. For some years attention had been concentrated, perhaps too closely, upon the importance of ascending lymphatic infection directly attacking the walls of the gall-bladder, but Dr. Vincent Lyon had produced strong evidence that direct infection by way of the lining membranes of the ducts and gall-bladder itself was of great importance. His (the speaker's) own experience had been more particularly on the diagnostic side, and he had then had occasion to appreciate the value with regard to duodenal tubage, particularly as a means of studying the bacteriology of gall-bladder diseases. The introduction of cholecystography had proved so valuable that occasions for Dr. Lyon's technique had been less frequent during the past twelve months, but recent work, especially in America, showed that cases occurred which could be diagnosed with greater accuracy by his method than by radiological means, although such cases were admittedly rare.
With regard to the importance of thorough drainage of the biliary channels in surgical cases, both before and after operation, Dr. Lyon had made a sound point in emphasizing the fact that the modern operation of cholecystectomy removed the main infective focus, though it did not promote drainage of the intraand extra-bepatic bile channels so effectively as did the older operation of cholecystostomy. He (Dr. Izod Bennett) was however unable fully to share Dr. Lyon's pessimism regarding older methods of treatment. In the days of the Roman baths the value of the oral administration of magnesium salts in dyspeptic conditions was recognized. The Roman baths and spa waters all over Europe testify to the efficacy of these lines of treatment, although, obviously, the results were by no means all that could be desired.
Dr. LYON (in reply) said that in such a wide range of therapeutic usefulness, he did not imply that the method was a " cure all." He then quoted various case-reports of post-surgical treatment and referred to the value of the method in cases of diabetes before the introduction of insulin, and to its successful use, twenty-seven years after infection, in the case of a typhoid carrier whose gallbladder had been removed, leaving a residual typhoid hepatitis. In reply to Dr. Hurst, Dr. Lyon said that simple catarrhal jaundice, so called, was an underrated disease as regarded its ability to damage the liver and pancreas; he had had many patients suffering late liver or gall-tract disease whose history showed an incidence of catarrhal jaundice many years before. He felt that the use of magnesium sulphate by mouth at many spas had not brought about more than a palliative result in the prevention of late gall-tract disease. Magnesium sulphate, given by mouth, was partly changed by the acidity of the gastric juice to sodium sulphate before reaching the duodenum, and thus constricted rather than relaxed the unstriped muscle of the duodenum and Oddi's sphincter. Dr. Lyon told of his experience with Huntoon's harmone broth in regard to keeping down the cultural recovery of Bacillus coli, and facilitating the recovery of the cocci. He had never had Dr. Hurst's experience of peptone shock, or anaphylaxis. He had frequently found it difficult to dissuade patients from the method of duodenal tube drainage, in cases for which he had definitely selected surgical, rather than medical treatment.
